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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a lot to treat the little.

Children’s .Bil’-'(hRightw

Date : 04.06.2026

TO WHOMSOEVER IT MAY CONCERN

Subject : Estimation for Delivery
Dear Sir / Madam

This is to inform you that patient name Mrs.SURYAPRAKASH PAYAL INNANI W/O
PANKAJ JHAWAR 30yrs old female have requested admission at Rainbow Children's
Hospital & BirthRight, Himayatnagar for delivery ,with a preference for a private
room.

The estimated cost of treatment along with the expected duration of stay is as
follow:

* Normal Delivery :Approx 1,55,000/- ( 2days stay , Pharmacy up to
9,000/-,investigation 2,500/- inclusive in package )

* LSCS (Cesarean section) : Approx 1,65,000/- (3 days stay , Pharmacy up to
12,000/-, Investigation 3,000/- inclusive in package )

* Baby bill actual
The above estimates are approximate and may vary depending on your clinical

condition,any complication arising during treatment ,and the actual duration of
hospitalization.

Thanking you .

Yours faithfully ,

Ms. Sudha Madhuri

Manager - IP billing \(}\ \ 0‘\%
5

Note: This letter is issued for insurance cl/m purpose only.

Rainbow Children’'s Medicare Limited
Door No. 3-6-267, Himayatnagar, Opp. Café Niloufer, Hyderabad - 500029, Telephone: +91 40 48873000
email: billingbanjara@rainbowhospitals.in | tpa.bnj@rainbowhospitals.in
GST: 36AABCR4014M1ZE | email: info@rainbowhospitals.in | CIN: U85110TG1998PLC029914 | www.rainbowhospitals.in
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It takes a lot to treat the ittle. Your Right to a Safe Delivery

SURGERY DETAILS

Date of Surgery: fQL”'r/% ..................

Name of the Surgery:.E[ffL’Q!j‘ff-. ........ Lowd;fc?wtmf(%ﬂwﬂu ..... /ﬁtb&h\ ............

UHID No.: . FHAH = 0001 517K .

«#10T-1 (10T-2 [JOT-3 []OT-4 [JOBGOT-1 []OBGOT-2

1. Surgeon

2. Anaesthetist

3. Assistant Surgeon : ................

. OT Technician
5. Circulating Nurse :

6. Assistant Nurse

Special Equipment:

[ ] C-ARM

e DS QUYGQ. Lohalig ..
. e sl O hwr

(| Laparascopy

[ | Neuro Cusa

Signatur on

Order No: ‘3‘?/6”(7/(92////?(7_2\ Order by: ....

Docu. No. : RCH /FRM / GENERAL / 114

[_] Harmonic "] Morcelator

| Broncoscope

| Cystoscopy (| Versa Point [ Liver Cusa

L] OMhBIS oot

fo
Signature of Circulating Nurse

Govadbiate. /224
A/ /' Sz 577/@ ,



orderNo. X8.=0C00 81 64%T | UFY .. orderedy:

Doc. No. : RCH / FRM / GENERAL / 125
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Ralnbow Rainbow Childrens Hospital-Himayatnagar

H ”,
Children's mew Rainbow Children’s Hospital, Door no. 3-6-267, app. Cale niloufer, Old MLA

Hosplal quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDLA 500029,
040-48873000, info@rainbowhosp&@!s.tn
I R A R
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-DO0I5778 Nams i Mis SURYAPRAKASH PAYAL INMANL
AgolSex : 30Y 7 M2Z3 D/ Famala Dactor : PADMAJA YELISETTY
Adm/Ray Dete/Time § 241072026 06:33 Payor t SELFPAY
Order Dats 2410772028 1214 Ordermumber  28-0000218483
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PADMAJA YELISETTY
Reg No : 52427

* This docmant 15 just for relyrence purpose ooy, Nat to ba consdansd as primary rapert.

Hota
* This preseription Is valld onty for spectfled duration.

* Do not refill madicines.

Priniod DatefTime 2400712026 1301 Paned By : BODIGADDA KARUNA Pagat of 1




Iz © Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s
Hospital aznwm Rainbow Children’s Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, Info@rainbowhospitals.in
LA
ELECTRONIC MEDICINE PRESCRIPTION
MRN . HNH-00015778 Name . Mrs SURYAPRAKASH PAYAL INNANI
Age ! Sex : 30Y7M23D/Female Doctor : PADMAJA YELISETTY
Adm/Req Date/Time 1 24/07/2026 06:33 Payor : SELFPAY
Order Date : 241072026 12:14 Ordernumber ; 26-0000216484
Visit ID : EP26—60006932 Ward/Bed No ! 4F -OT /LDR-416
Patient Address : 6-1-146 to 149,saraswathi resldency ,padma rao nagar, Secunderabad R S, Hyderabad, Telangana, INDIA, 500025
S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
T P 1Pia Extarnal f Once Daily 1 Days 1pkt|  Dispensed
2 g[rg\",rfs%x?_hﬁgg{b%N 1 Nos External f Onco Daily 1 Days 20 Nos Dispensed
3 '(-E,Sgg.r%%‘i}zi;‘gfx 1 Nos { Once Daily 1Days 1Nos] Dispensed
4 ggggégg&gxg ITEMALE 1 Nos Extemal f 10 AM 1 Days 10Nos| Dispensed
PADMAJA YELISETTY

Reg No : 52427

* This document is just for reference purpose only, Not to be considered as primary report,

Note

* This prescription Is valid only for specified duration,

* Do not refill medicines.

Printed Date/Time * 24/07/2026 13.07

Printed By . BODIGADDA KARUNA Page1 of 1
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Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s
- smmqm Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital
f quariers road AP State Housing Board Himayatnagar ,Hyderabad ,
! Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
? T
ELECTRONIC MEDICINE PRESCRIPTION
MRN . HNH-00016784 Name . Baby Of SURYAPRAKASH PAYAL INNANI
Aga-‘j I Sex :0YOMOD3H/Male Doctor : STEJASW] REDDY
Adrﬁ:meg Date/Time 1 2410712026 16:23 Payor 1 SELFPAY
O]l[er Date 24/07/2026 12:18 Ordernumber  ; 26-0000216485
Visit 1D . 1P26-00006935 Ward/Bed No  ; 4F -OT / CRDL-HNPDA-412-1
Patient Address . B-1-146 to 149,saraswathi residency ,padma rao nagar, Secunderabad R S, Hyderabad, Telangana, INDIA, 500025
S.’l'\lo Description Generic Name Dosage Route f Frequency Duratien Instruction Qty Status
g; SGLOVE # 6 (SURGICARE) SURGICAL GLOVES 6.0 |1 Nos External f Once Daily 1Days 1 Nos Dispensed
2 |psvrineE i (NIPRO) SYRINGE 1ML 1 Nos Extemnal { Once Daily 1 Days 1Nos| Dispensed
3 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External/ Once Daily 1 Days 1 Nos Dispensed
u‘ 4 ﬁggfﬁéﬁﬁf PLY e Sggze 7SX7.8I2PLY 5 1 Nos External | Once Daily 1 Days 1 Nos Pigpensed
, 5 |INJEKINJ 1MGOSML 1 Nos 1 Once Daily 1 Days 1Vial| Dispensed
‘ 6 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 8.5 |1 Nos External f Once Daily 1 Days 1Nos| Dispensed
' 7 ,‘iﬁf‘ﬁﬁ;ﬁ;‘é}w 1 Mos Extemnal ] 10 AM 1 Days 1Nos| Dispensed
8 [mFANTFEEDING TuBES  |[NFANTFEEDINGTUBE 14 g0 External { Onco Daily 1Days 1Nos| Dispensed
S TEJASWI REDDY

Reg No : APMC/FMR/94068

| * This document is jus! for reference purpose enly. Not to be considered as primary reper.

Note

* Do not refill medicines,

Printed Date/Time : 24/07/2026 13:08

* This prescription Is valid only for specified duration.

Printed By : BODIGADDA KARUNA Paga1 of 1
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HOSpital BY RAINBOW HOSPITALS

ur Right to a Safe Delivery

Mrs SURYAPRAKASH PAYAL

Name INNANI UHID HNH-00015778

Father/Guardian ' Mr PANKA] JHAWAR Age/Gender 30Y7 M 23 D/ Female

AdOress 6-1-146 to 149,saraswathi residency ,padma rao nagar, Secunderabad.R S: Hyderabad,“ _
Telangana, INDIA, 500025

IP No IP26-00006932 Admission Date 24-07-2026

Ref Doctor Self.

Discharge Date 26.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427

Diagnosis: PRIMIGRAVIDA AT 38*! WEEKS FOR ELECTIVE LOWER
SEGMENT CAESAREAN SECTION WITH 2 LOOPS CORD AROUND THE
NECK

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 24.07.2026

History:
LMP: 30.10.2025 Obstetric formula: Primigravida
EDD: 06.08.2026 Gestation at admission: 38%1 weeks

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (i cditpd SECUNDERABAD KONDAPUR L B NAGAR NANAKRAMGUDA
3040 - 4887000 Lmerganicy } 040 - 4466 5555, 91009 25516 ¥3 040 - 4246 2300 3 040 - 4246 2100 11040 - 4246 2200 merguncy ] 040 - 4246 2400 ergancy3 040 < 7111 1333 amcy 3 040-6931 1213

@ 1800 2122 @& www.rainbowhospitals.in




Mrs SURYAPRAKASH FAYAL

Name L innant UHID HNH-00015778

IP No 1P26-00006932 Admission Date 24-07-2026

Obstetric History: .
G1 - Present Pregnancy, Spontanecus conception.

Medical History: Nil

Family History : Father-DM, both GP- HTN-DM.
Surgical History: Nil

Allergies s Nil

Antenatal Details:

Mrs SURYAPRAKASH PAYAL INNANI was booked to Rainbow hospital at 30 weeks
of gestation. She had regular antenatal checkups and investigations as
advised. NT scan was normal. FTS was low risk. TIFFA showed bilateral Renal
Pelvic Dilatation ,Rest -normal. Fetal surveillance done by serial growth scans.

Growth scan was done on 15.07.2026 at 3676 weeks SLF, cephalic, EFW:
2.57kg(14%) AC 6% AFl: 14.7, Placenta: anterior, High, Fetal and uterine artery

doppler: Normal. She was admitted at 377 weeks for Elective LSCS.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was relaxed.
Fetal well being was confirmed by an admission CTG which was found to be
reactive. She was prepared for elective C-section with indwelling Foley's
catheter and IV canula under aseptic conditions. Written informed consent for
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Name mrri :]\LIJ'RYAP RAKASH PAYAL | ymip HNH-00015778

IP No IP26-00006932 Admission Date 24-07-2026

surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 1000
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* Right side cornual end of uterus- small subserosal fibroid noted

*2 Loops of cord around neck.

Delivery Details:

Date : 24.07.2026

Time of Delivery : 09:44am

Type of Delivery : Elective lower segment caesarean section
Indication . Maternal Request

Anaesthesia : Spinal

BANJARA HILLS 3 HYDERNAGAR KONDAPUR OUTPATIENT CLINIC ' SECUNDERABAD (M i KONDAPUR LB NAGAR
3040 - 4248 2200 Emargencyd 040 - 4246 2400 Emmrgencyd

040 - 7111 1333

® 1800 2122 @ www.rainbowhospitals.in

a Safe Delivery
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l';el;ié :: o mﬁ;&:mmmmsu PAYAL | yHID HNH-00015778
1P No IP26-00006932 Admission Date 24-07-2026
Baby Details: T e )

Date® -~ ° :24.07.2026 .

Time 09 44am "

Sex, YMALE oo ot
Weight : 2. 70kg

Apgar :89 - " N

Gestational Age: 38.+1 weeks
NICU Admission: No

Post-Operatlve Notes:

She was closely monltored Her vital S|gns remamed stable. Uterus ‘was. well
retracted with no postpartum hermorrhage.” ‘Breast’ feeding initiated. She was
shlfted to room Her postoperative period followmg that was uneventful. On
second postoperatlve day ‘dressing was changed. On mspectlon wound was
healthy Her general condltlon was satisfactory and she was found to be fit for
‘Wournd dare and” medications were explamed to patient
supplemented by written information. She was given the postpartum book for

dlscharge

further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 30.07.2026 (9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 28.07.2026

(8am-2pm-10pm) after food.

3. Tab. Voveran {Diclofenac-50mg) 1 tablet thrice daily till 28.07.2026 (Sam-

3pm-11pm) after food.
4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs SURYAPRAKASH PAYAL
INNANI

IP No 1P26-00006932 Admission Date 24-07-2026

Name UHID HNH-00015778

30.07.2026(7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.

7. Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. PADMAJA YELISETTY, after 1 Week on 03.08.2026
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).@ 11:00am

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

HIMAYATHNAGAR BANJARA HILLS A HYDERNACAR KONDAPUR OUTPATIENT CLINIC ed SECUNDERARAD + KONDAPUR
Emurgencyy

LB NAGAR NANAKRAMGUDA
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@ 18002122 & www.rainbowhospitals.in




Mrs SURYAPRAKASH PAYAL

| Name INNANI

UHID HNH-00015778

1P No 1P26-00006932 Admission Date 24-07-2026

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor ........ in a

language that | can understand and | acknowledge. FS;\(
Patient] Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122,

You can also take appointments at any time by going onlme ztm our

website www.rainbowhospitals.in /.‘lj.,;; =t

1‘-‘.- v A

Consultant:

Dr. Padmaja Yelisetty,
MBBS, MD, MRCOG,FRCOG
52427

Registrar/ ﬁé;é‘ﬁtfc_.m.o- :
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(i£] Rainbow Childrens Hospital-Himayatnagar
Rainbo . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s =% Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital Brthegn TEL NO :040-48873000
oo WEB : https://rainbowhospitals.in
ADMISSION SHEET
: i i TR RLRRRE L SRR LR R A
Registration Details :
Admission No : IP26-00006932 Admit Date : 24-Jul-2026 Admit Time :06:33 AM UHID : HNH-00015778

Patient Details :

Patient Name : Mrs SURYAPRAKASH PAYAL INNANI Age :30Y7M23D
Guardian . Mr PANKAJ JHAWAR DOB : 01-12-1995
Gender : Female Religion
Occupation : Martial Status
Address (H) - 6-1-146 to 149,saraswathi residency ,padma Phone No . 8074473674/ 8143422263
rao nagar Secunderabad R S Hyderabad E-mail . payalinnani@gmail.com
PN Telangana INDIA 500025 A -1 Y- s

Admiission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Room No : LDR-416 Admission Type : First Visit

Contact Details :
Name : Mr PANKAJ JHAWAR Relationship : W/O
Contact Address : 6-1-146 to 149,saraswathi residency ,padma  Phone No : 8074473674

rao nagar Secunderabad R S Hyderabad
Telangana INDIA 500025

; s
- \'.cx )/ -
P
Doctor Details :
Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 24/07/2026 06:36 Printed By : 020099 Page 1 of 2
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Present Pregnancy Record:
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pl= At -
BISK FACTORS:
A )
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N J
Height: Kf ...... cm
Weight: .66.2.[ Gkg
AHETHES =i coms o s e evess
Breast: [ormal [ Abnormal
General Examination:
Consciousness: Pallor:
Icterus: Edema:
Temp: PR:
BP: — DTR:
CVS: RS
Liver/Spleen: Urine Output:

.-— DIAGNOSIS
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Menstrual History: Regm Yes [] No
Obstetric Examination

Fundal Height: 7§

Ut. Activity: Zﬁlelaxed ] Mild [IMod [ Severe
Liquor: (7] Adequate ] Oligo (] Poly

PP: [] Cephalic ~ [] Breech Others

Head Fifths Palpable: ¢'”

FHS: Ciormal [J Tachy [JBrady [] Absent
Per Speculum Examination

Draining: » Present [ Absent [] Bleeding
Colour of Liquor: [] Clear [] Meconium [_] Blood Stained
Vaginal Examination — 5 jp

Cervix: ] Long (] Partially effaced [] Effaced
Os: Closed Dilated

Membranes: (] Present [] Absent

Liquor: C1 Clear [] Meconium []Blood Stained
Presenting Part: [ Vertex (] Breech (1 Others
Sutton: 0O-3 0O-2 O-1 00 O+1 O +2
Pelvis: [] Adequate [ Doubtful
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Date
Time
Hb
PCV
RBC
WBC
N/L
Platelets
CRP
ESR
g PCT

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L
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CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
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Stool Pus Cell
OVA / Cyst
Occult Blood
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Early warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date _]
b Time [[8)] 9 [1011)12] 1|2 [3]4a]s

RESP
(write rate in

corresp. box) |

au\:fiob

> 30
21 -30

11 -20
0-10

Saturations

94 - 100 %
<94 %

Administered

01 (L/min-]

3, dway

40
39
38
37 . > { =]

36 AW

35 Al 1
< 35

218y LeaH

170
160
150
140
130
120

110

100 T

90 .

=

80 RO [af

3
v
e

F=S\N
R
T

Y
70 i

60

50
ST T W D Sl s = == S . . 7 R R G D 0 [ e poe 9 |

—
anssaiq poojg 21|0IsAS

190
180
170
160
150 ; =

140

130 \

120

110 \ie

100 B \ 1’ Jr\

20 ! ZAN
80
70
60
50

-
aInssald poojg Jjoiselq

130
120
110
100
90 5 A\

80 [ 3
70 pod Yy g( 0 .'I
60 by =] A% O

b
\
A
e
M

50 ! el 74
a0

-t

NEURO

RESPONSE
[v]

Alert =} 1|

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink -

Green

TOTAL YELLOW SCORES \u)

TOTAL ORANGE SCORES

8
Nurse Initial )= .

MEGE
Q4

v, r i




Obstetrics and Gynaecology
Early Warning Signs

4 )

Complete a Full

1 Ye.[glow Alert ;.
Repeat Observatioris
in 30 minutes

|3

Set of MEOWS
Observations

- /

2 Yellow Alerts or, 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

J

/

£

.

© > 2 Yellow Alerts c;E:z 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat ‘Observations
in 15 minutes or continuous
monitoring

-

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date
Q’S—/?'[ﬁ{é Time | 8 9@3}11 12| 1[(2) 3] a]|slef7]|8]|9f10)12]12]2 3flals 7

> 30
21-30 | ’
11-20 (/
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39

38

37 20 " ol 1
36 ol v ) 7 4 7 v

35
” < 35
170
160
150
140
130
120
110
100
90 "
80 b 1 ELY
70
60 ¥
50
S e e e o e e P e R s e
190
180
170
160
150

140

130 v 2 \d’ k'\
120 00 58 Ly y 1
110 . V. " ﬁ

100 : N\

90
80
70
60
50

130
120
110
100
90 X
80 3
70 R/
60
50
a0

NEURO Alert [ I |v—— | I — ]

RESPONSE Yolee
[v] Pain
Unresponsive

URINE > 30 o o —
mls / hour < 30

. Protein + +
Proteinuria -
Protein > + +

Normal — == =
Heavy / Foul

Clear / Pink -
Green

TOTAL YELLOW SCORES Y

TOTAL ORANGE SCORES ? [ -
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

X
4 N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
. Set of MEOWS Observations
* Observations in 30 minutes
\_ / \

- A

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
“in 15 minutes or continuous
monitoring

- : J

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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Total 24 hrs. Output

| . e R _ T wsie |
Date | Time Ol\#agﬁfi% Route NG | Diarrhoea | Vomit |Drainage | Urine Tgé%ggg I\?Llagge
Mouth LV N.G -
08:00 am ﬁt 5 (00"7[ v ‘ P
09:00am | 0 N loop) \ {_}_‘_L.
9\“\ 1000an| PL | B ljmoml | P
11:00 am Q\' Al oo m - ‘5*\}9
A 5
01:00 pm < oM\
Total Intake : -(] @&Q/@ Total Output :
0200pm) 2 | A\ 0| oo m ; Sooml - "éhp
03:00pm| Q2 loo P /. N 1%
L 04:00pm | g. ¢ éou,p loo s -
\X}(\v 05:00pm | o) (oo L °/
v 06:00pm| & | <ok oo e Wb &r&( Seod
07:00pm | A L lmopi / /
Total Intake : Total Qutput: [ | _— M — &
0800pm | ) [hAY ] / 20
09:00pm | 1/ T ) | Y, ]
- o] g U L X | [y -l | /LA M 17\
S [11o0pm| PO A %ba% Kb vA- 0,
N [1200am| o T X@- M| ) A v
0t00am | N/ ol [ /
Total Intake : == { Total Qutput :
0200am | L7 [ :
3o0am| 1L~ lig | e
e[y YO TR 1 7 w
W [l g e 7T | k ﬁ@fﬁ’%‘
V" [swo0an| o mel T 7% [
0700am| § T £ % BN T
Total Intake (\\[}\UJ" ~ Total Output : MW &
) | h N
Total 24 hrs. Intake b ‘2;‘
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

: i“l;ﬂ ¥l {0 outpm & IV Site |
Nature Thrombo-

) : ; ; hlebiti Sign.
Date Time of Fluid NG | Diarrhoea | Vomit | Drainage | Urine psgor"és Nu?se

Mouth LV N.G

08:00 am
09:00 am . ‘
93\_,9 10:00 am QAH ' DG‘\ /3 £
*x\ 11:00 am X 9 :
%é) 12:00 pm AN | S ~ i Vet
‘ 01:00 pm £ / )
Total Intake : Total Output :
02:00 pm
03:00 pm

\w*’ 04:00 pm
Y\ 05:00 pm
/*P 06:00 pm

O T t—
N
N

-4
{
/] £ Wl \\

—| 4—F1TQ “"_"‘/
?fc,
C
5
/14
v / ~

07:00 pm / o ]
Total Intake :  Total Output : 1
08:00 pm 4 \
09:00 pm \ \;§ ) d ‘
\Q\ 1000pm | 9 .,‘@Q 7 4 Ix ] .}
N 11:00 pm w ,tm/ N v B_
12:00 am §® i )*
01:00 am ‘ / P
Total Intake Q u)./ Total Output : ) pANL
0200am| »
03:00am | |
\)\ 04:00am | | i Ky wa
NI N P : { W) J
06:00am | [ = [ Y
0700 am / ' A \
Total Intake :/ T\ )/ Total Output : ‘
vave
Total 24 hrs. Intake Total 24 hrs. Output
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TN CHECKLIST FOR TH ROMBOPHLEBITIS o/ﬁﬁ Hospital | (g o
A4l 4 7
DAY-1 DA Y- DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M N |~M E Remarks
: No signs of phlebitis /
1 IV site appears healthy Observe cannula 0 B | pd Qﬁ ) 0, <
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula ] —
* Slight redness near IV Site Mer NA - A4 ‘\
3 ::éoeg:dtgﬁt,mlmw'ng Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannla MoA PA MQ NA ™~
?:3;:{] (,1' TOBCrwieg ol ane Medium stage of phlebitis /
4 | Pain along Path of carnula !?es;(e Catnnula Consider 3 Ml Np |
Redness around Site Swelling ey Mg [PA
All of the following Si
vl Advanced stage of phiebitis or
5 Pain along Path of cannula the gtart of thrombophiebms/ 4 o '
Redness around Site Re site Cannula Consider Np- NA L}?} A) A
Swelling palpable Venous cord | 'reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of A0 o=
6 | along Path of cannula Redness lh'r gmbophlebms/ . 5 Na M ~ NA
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula b
Signature of the Nurse | s () &_CS\ ﬂp/- _& &

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours

Signature of Shift In Charge :

Signature : .................

Signature of Ward In Charge_.

Signature : ......ccovvve

®

t removal to detect post infusion phiebitis.

Name: ...... 14—0:3 ....................................
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Rainbow . . 4
ll/I///III//III/IIIIIIIIII/I///I/II/I Children's |y BirthRight
CHECKLIST FOR THROMBOPHLEBIT'S thg,SnE;l,E!aﬂ;m Your Right to a Safa Delivary
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTION SCORE E M T E M1 E Remarks
1 | W site appears healthy l\{ljob:gr:rsé g;ﬁg:ﬁ:'t's / 0
One of the following signs is
5 gvident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs .
3 are evident: Eirslﬁ;tgggn?g hlebitis / 2
Pain at {V site Redness )
A"-[? f T ¢ following Signs are Medium stage of phlebitis /
evident : , :
4 Pain along Path of cannula _Fr{_es[;[e Catnnula Consider J
Redness around Site Swelling reaimen
Lot e IO SIS AE | dvanced stage of piebits or
5 | Pain along Path of cannula tFI:e s&aréof thrlorgboppcllelr)ltls/ 4
Redness around Site Te Strg Etl‘""” a Lonsider
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain Advancedhs],t%gg of
6 | along Path of cannuia Redriess }h_rtll}n;b?p te '“?/R . |5
around Site Swelling palpable nilla ei realment He siie
Venous cordpyraxia Cannula
Signature of the Nurse

NOTE : Phlebitis greater than grade 2 shoutd be.reported to physicians and other appropriate heaith care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

Signaturg ; ........reoneee, O S— B 111111 O P

Docu. No. : RCH /FRM/ CLINICAL / 137

r

Signature : ....ceveeeeee .

Signature of Ward th Charge ;

[ 1111 rveensarensanarassnananans
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Morse Fall Risk Assessment Form b e e g Dol
Date / Ti Toul
Choose Highest Applicable Score from each Category ale i lime ;ZU ! 1 #VL 2 ’7 A1 l + Fall Risk Grading
Score 8tV S Mg
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse Fall Score Action
MFS)
Secondary Diagnosis Yes 15 7 (
(more than one diagnosis) No 0 U () O
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
20 0
IV / Heparin Lock or Saline :es : 0 EO Q’O Implement
| e . . Moderate Risk | 25 - 50 yrggggiitg:a"
mpaire ;
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /Immobile 0 L ———
Forgets limitations 15 - Risk Fall
Mental Status High Risk > 51 :
Oriented to own ability 0 Ertix;sgﬂggn
Total Morse Fall Scale Score: o0 Lo 20
S
Signature o}%« R Ao

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (D — 24) (Standard Falls Precautions)
["] Ensure patients use their prescribed eye glasses if any, in the hospital
L1 Use chairs with arm rests
] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and

[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[] Hourly safety check

[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ ] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Date :

Time :

ZN 54

04

ZH -

Zi17

1. vompierery immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Y | Aot

M

£

o J

Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

&

My in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L ] L! \-1 L7
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
g Bedfast : % Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;mlxltszg:eaggeﬁ :30 ifined "; bed non-existent. Cannot bear own weight very short distances, with or without Walks oqtsi_de the room at least twice a
L and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \'\ \,{
wheelchair." shift in bed or chair. 2 hours during walking hours. 17
1. Completely limited: 2.Very limited: 3. Slightly limited: 4. No impairment: [

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Moisture Degree I.F:onslarrﬂy mplst: 2.!_le|_'ymm: _ s.popaslmal_lymoiat _ = 4. Ba!'ely moist: _
10 which Skin is kgpt _mo:st almost gonstantly S}un is often, but not always, moist. $k|n is occasionally moist, requiring Skin is usn_:ally dry, rnutiqe diaper _
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
0 iniatiare Dampness is detected every time 8 hours. every 24 hours. L{ \_{ Z_r
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

NS

PIs| -




Support Surfaces
Risk Score' Gategory Action (Please Note: Only required for children who-are deemed at risk due
to altered mohility, consider occupation therapy referral for advice
Regﬁ:ar Turning Schedule ' .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
_ High density foam mattress
" » Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges . .
; Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure matiress overlay
| - Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk - Add a pressure redistribution surface for paients with Gel pads for high-risk areas

severe pain ar with additional risk factors.

Alternating pressure mattress overlay
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Date :
Time :
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1. Completery immmuwie:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
TRttt Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : o F i Walks outside the room at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without utsi i

day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Y
;
T

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2.Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4, Rarely moist:
Skin is usually dry, routine diaper

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good positionj
in chair or bed most of the time but
occasionally slides down.

skir:(;swelrc:s od by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
Yo mo's't)ure Dampness is detected every time 8 hours. every 24 hours.
: patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: W

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces '
Risk Score Category Action (Please Note: Only required for children who-are deemed at risk dus
to altered mobifity, consider occupation therapy referral for advice
Regutar Turning Scheduie _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternati i I
Manage moisture, friction and shear Snaling pressiire matliess overtay
Advance to a higher level of risk if other major risk
factors are present
) High density foam mattress
« Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
- Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk - In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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\“\"\ \II\IIlIII\lIl\l it | | PAIN ASSESSMENT FORM Hospital |

Modifying | Patient / Family

Pain'Stafe

Date Time (0/10) Location Duration Acuity Character Eaaiars Educated .Intervenlion - Sign
| [J Continuous | [ Acute [} Sharp (] Dull U Increasing | [ Yes 9 G-
;{ %LH{Q_K Q} AL 51@ dd’ﬁ‘ ne{ O Intermittent | Chronic [ Aching [J Burning | [ Decreasing | [ No g’l
1 Continuous | [ Acute (] Sharp (] Dull [ Increasing O Yes
#, M . A h' H . .
"\9\\’\’\1&' \'LQM 2 N A ] Intermittent | [J Chronic [ Aching ] Burning | [ Decreasing | [ No L)pr ?;Q—;'
[] Continuous | [] Acute (] Sharp (1 Dull [ Increasing [ Yes
?,’-{lﬂ o | b Y 0[ Lb | N\ | O intermittent |  Chronic | () Aching () Burning | [ Decreasing | T No L) éﬂ‘
_ ‘ [J Continuous | [ Acute [ Sharp (] Dull "I Increasing & Ves v 4_, : 4 !
5 / '7'/% 9’{”’\ U} TU na— [] Intermittent | [J Chronic (1 Aching [ Burning | [J Decreasing { [ No
[1 Continuous % (<-8harp [ Dull (1 Increasing | <Jt-Yes NP\
25 720 6‘ Pm oJto N AN | [ Intermittent | [ Chronic [ Aching () Burning | (] Decreasing | (] No N
T W —
(9577 /Q [O’ b I-f] - {S}onﬂnuous C-ACute '.]/Slﬁ () Dull ) Increasing | L+Yes takeerd
0 : . . . i W Q
( ﬂ 5}1555? Intermittent | 1 Chronic O Aching  CJ Buming | [J-Betreasing { L1 No T Lo /p/ / ‘
[ Continuous | [ Acute (] Sharp [ Dull ["] Increasing ] Yes L oEk
0/5/ % | )21 1 }’Yf} [ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No /Y H/ ;72
% [ Continuous | [] Acute ] Sharp ] Dull [] Increasing (] Yes s ) -
/ } éﬁ mi| O )’YH’ [ Intermittent | [ Chronic [J Aching (] Burning | () Decreasing | ] No L g_,
(1 Continuous | [ Acute 1 Sharp [ Dull [J Increasing ] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [ ! No
] Continuous | [ Acute ] Sharp I Dull [T Increasing L] Yes

[J Intermittent | [ Chronic 1 Aching [] Burning | [ Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b)  Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Numerical Paln Scala (Ohstotric and Gynecology)

PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

No Hud

-

I
3

Wong - Bakor (Pediatrics) Above 7 Years

D2 ®®

Hurts LIHIB Bit

Hurts ljme More

T 1 I
4 5 6

Even More

I
7

i SCORING
CATEGORY
0 1 2
. . ) Occaslonal Grimaca or Frown, Frequent to constant fru{vn,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched faw
Leps Normal Position or Relaxed Uneasy, mstless, fense Kicking, or legs brawn up '
f i . LT S
. | Laying quiely normal position, Squirming shifting back and . .
Activity moves eastly forth, tense Arched, right, or Jerking ,
| Moans er whimpers occasional Crying stéadily.'screamsnf 5005,
o Cry No Cry (Awaks or asleep) complaint frequent compaints
Posee Pn - Reassured by occasional touching,
i Content, relaxed fiugging, or being talked to, Difficult to console or carnfort
Consofability distractbla | 0 d
Neonatal Pain, Agitation and Sedation Scale (upto 1 I\:'quth)1 .
. : 1 .
Assessmont Sedation Normal Paln / Agitation
Criteria — : \
2 1 N VL (A
Crying No Cry with painful | Moans or cries Approptiate crying Nt Imtah]a of crying at | High-pitched or silent-
Irritahility stimuli minimally with palnful| initable intervals consofable | continuous cry
stimull Inconsolable
Hlm W‘m Behavior State | No arbusaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli qestational age Awakens frequertly | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is Jax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extromities | No grasp reflex Weak graspreflex | Relaxed hands and | Intermiitent Continual clenched
Tone Flaccld tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Narmal Tone or finger splay splay
Body is not tensa Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BF §a0, | stimuli variahility from normal far from baseline baseling, Sa0, less than or iy
Hypoventilationor | baseline with stimuli | gestational age 8a0,76-80% with | equalto 75% with stimulation -
apnea stimufation - quick | slow recovery Out of sync or
Tecovery fighting ventifator

=/

~y
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Children’s
Hospital

Tt takes a lot to treat the little.
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BY RAINBOW HOSPITALS «
our Right to a Safe Delivery

BirthRight

[ Relieve Pain & Discomfort

[J Improve Activity Tolerance

Date: g\t‘l\‘gf"@% ............

[ Maintain Good Nutritional Status

CJ Maintain Skin Integrity

onAdfFob)

i3 Ii\s&ah The Craliand

(b6 AN

Y C&#@io

& ;yiulain Airway and Oxygenation O :Wuid Balance -
E " Maintain Personal Hygiene revent Infection [] #eet Elimination Needs (] Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ |dentify Potential Complications L ANY OHErS. SPBCIHY. ... . eeitee ettt et ee e e e e e e e e e e e e s et s s eaan e e e e nn e e eann e e rrnnees
; ; Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
g0 —7 heked The (1 fer]

0

Afternoon

d;,,) Mours w”

3—6-./&3’ @ﬂ(j
H monade v r"l“/L

D Fo /t'y ls 4o Ker0Ve

c/mé 'am.

20

2 Mom
*J g Jﬂ“jjﬂgfw%

Caoal/r[ Vg(l 71“9

fa= fdfg
cbc drl‘& Df&é Cg

Oa-/f ent
Stable

Q«fa/ccéﬁé
ields

g log porc el & Maieddin Vel €
. ffim ({ ?(QM —CpPack erd- et
plaafer Tyfldide (oanolL Tyeluds ] .
'%”Y \mfeﬁﬁfc ¢ har G- - V\MMWQ '\’\m(‘_\\tﬂf&f Jeble
e the padied 7)) Becessel e potiad !

WL

Night

- Wounkaa

[

*PMU*OT M@J V&mf

a0
g Jt,
ety yu peb

%QM {l J@n&i})

Wp sl one u{)ied’
© Wnﬂaj{ o d.
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Rec oo o?
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Docu. No: RCH /FRM / CLINICAL / 148
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[ Improve Activity Tolerance /Erm Good Nutritional Status [ Maintain Skin Integrity

Morning

©» a Maintam Ai nd Oxygenation [ Relieve Pain & Discomfort EW Balance i
-4 in Personal Hygiene O ent Infection [J Meet Elimination Needs Wety [ Early Ambulation Reduce Anxiety /B’%ent & Family Education
S | [ Identify Potential Complications [T ANY OHEES. SPECHY. ...ttt steteee ettt et e et e et e T earee e ee ettt e s s et ee s e e s esees
3 . : I Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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I o e |
e Chdeus | S BIrORIGHC
T URINARY CATHETER BUNDLE CHECK LIST Hospital | | @Rmnes

Date of Insertion: ............... &%{i(’)ﬁ. - Date of Removal: ... Q"j/ﬁ/Zé oo é'. So %

Parameters Dale__—Snit Time 4| 2
I
Need for the Catheter es FlNO ‘Efez? [JNo | ClYes CINo | ClYes [/No !:Yes(’ DN} ClYes CINo | ClYes [INo
Hand Hygiene Zﬁ CONo LTYes CINo | CIYes CINo | ClYes [YNo DlYes QE C1Yes [INo | [JYes [INo
/"l F . 3
Usage of Sterile Equipment Yes [INo /a’@ CINo | CIYes gpe/ OYS N&/}‘/E\Yes [ONo | ClYes CINo | ClYes [INo
I
sthe Cllcton bag beow the eve of badder Yes CNofTves N0 | Dves ST ves Mo | s Mo | C0ves N0 | coves o
//

Check the Tube for Obstruction (Free of Kinking) “¥es CINo | [1Yes CINo | [JYes Dh&) ClYes [INo r_]\%s CNo | CiYes (UNo | [IYes CiNo
Is Catheter dated as policy Yes [INo }Yas CONo | COYes TINo | CIYes [CINo [(1Yes [INo
Collecting bag is been emptied regularly? ] = (] | /N CON

g bag ptied regularly “Yes CNo P=s 5 LNU/@o C¥es N9 a;  [Yes CNo

. ~. _ U[L y 0 Lo _
Maintenance of closed system for the catheter es [INo ) T1Yes [CINo [ ] ﬂbﬁ INo | (AYes [ a eqd [No 'Yes [INo
P \ }
Dressing clean and dry? s [1No );H’es [INo E\}\si [CINo //r}\gs INo "‘\!fes‘ /Lr!No Fl“es [INo | [IYes [INo
Is the line removed as Policy? OYes DNQ/’T;'J Yes D)leﬂ COYes O N‘{ MXJS CINo 0.12(&@".. o | ClYes CINo | ClYes [INo
Performance of Perineal Care -ﬁes JNo Dﬁ_ CONo | OYes O N%\ CYes [INo | ClYes CINo | ClYes CINo | ClYes [INo
Onset of New Fever OJYes ;J—No//j Yes (JNo | [OYes [ONo | [JYes [JNo | [lYes CINo | ClYes CINo | ClYes [INo
, e _
Asses for the leakage at the site of insertion ﬁes HNOV{YBS [CINo | CIYes CINo | TYes [[INo | [ClYes [INo | ClYes [INo | “1Yes CI1No
b
Name of the Nurse N (6
e 14
Signature of the Nurse {\ /‘4‘/ /
- 4*/

Docu. No. : RCH /FRM / CLINICAL / 114



e

HNH-00015778

1P28-00006832

Mrs SURYAPRAKASH PAYAL INNANI

01-12-1905

YTM23D  (F)
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Rambow

Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"'

Treating' BOCtar: «owv s mismsrississivans DERAMMBAL ...oovvv immmip s Date of AAMISSION: ......ouevvvveeersuearnnnnns
Z | Diagnosis: ' . Any Infection: CIYes CINo (Z-NetKiown
= ) (X If YES SPECIHY: ...ovoveooeevveeeeoecccesreeeeseee
é G/Q C¥S es Specify
2 | Area A e %

3 Shift Time BAM i A% DU, '15 < )
2 | Medical Condition
= | (Any special condition to be noted): = o _ <
. «
Allergy: CIYes (TN0| O Yes [1Ne | O Yes (Ao | O Yes _J2No | O Yes\ylo O Yes #No
Tubes/Drains/Catheter: O Yes CINo |0 Yes NG | O Yes o O Yes &No (O Yes CiNo | O Yes #MNo
Vital Signs: Temp: f’[—%‘( f/dlg.:a".r pU1 125 5% |ag 1 *F[A 7. /7
Res: 22 |20 6)A h 2%bin, | 9blm,
E : 2] 4
= 00, | W00 [ og7) | (004 [0/ |99/ | 4 i A
g Puse: | @4 | g | Qph [ 83bim | Rebim| p1hnl
2 BP: | 199(F1 lhalge NP [ 1w [ DD [)afce
Fall Risk Score: = . __7 - . ’ "
Pain Score: == — e T 0 2
Safety Needs: | "y () | €S \,}JL ¥ ) \; - -
@ Physiotherapy | Yes C¥No'| 0 Yes I No4 O Yes [ No | Yes<TNo DJYes\pNo | Ye}eNo
}3 Others Specify: Eh i - — o Vo
g’ Special Diet: | Yes CrNo[TTYes CLNe| (1 Yes &No | Yes LN Yes C1No | Yes =No
& (Other Special Orders / Medications: —n e
o= -_—
— 7 /

Post Operative Procedure Special Orders: = — — ~ P

Handed Over By Name : . M SRt w)\

Qe L KM?\ i b \ é\/‘”
Signature : E) i 494 " #J* Y ﬁ/ b 6’9‘)
Date: o[ apelult ok | O 19573116195 / ¥he[” 3217
Time: QN

g;a& ¢ v ¢hn| 2 @;Ip/‘ §/w
Taken Over By Name : i gi‘_,
. bgr Wi

Signature ' ~-w M _ "& r 4 éﬂ}}
Date: ‘Lu\? \ )\ TSZE DA 2% /7
Time: ' W\ ™m 2

%N D‘T , X

Docu. No. : RCH/FRM / CLINICAL / 097
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- Rainbow® . A s
Patient Sticker Children’s @ BirthRight
Hospital . BY RAINBOW HDSPITALS
2 takes n kot t freat the ittie. Your Right to a Sate Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DoCIOr: ... sne s aes Departimient: .....ocevceeeeerecnrrrsenssnnnens Date of AAMISSION: ..veccsssevvensesssrssrnns
Z' | Diagnosis: Any [nfection: COYes [No [JNotKnown
'g 11 YRS SPECHY: wereeeererreesersereereesessecsessenereesens
=
(-]
2 | Area. -
2 Shift Time _ |1 FL
2 | Medical Condition
= | (Any special condition to be noted):
Allergy: - TYes ONo |3 Yes ONo (O3 Yes ONo [T Yes ONo|OYes ONo(0Yes ONo
Tubes/Drains/Catheter: TiYes ONo |0 Yes ONo |O Yes ONo |3 Yes @ No |03 Yes D No [ O Yes ONo
Vital Signs: Temp:
= Res:
B SpQ0,:
] Puise:
2 BP: |.
Fall Risk Score:
Pain Score:
Safety Needs:
o> Physiotherapy |0 Yes CONo[DYes ONo |(JYes £1No [0 Yes ONo |O Yes ONo |OYes ONo
=
§ Others Specify:
E Special Diet: |3 Yes ONo|DOYes ONo|OYes DNo|CYes ONo DO Yes O No | D Yes ONo
g :
& |Cther Special Orders / Medications:
oz
Post Operative Procedure Special Orders:
i
Handed Over By Name : .
Signature: t . ,
Date: ! N
Time: ;7
Taken Qver By Name : p
Signature :
Date:
Time;

Docu. No. : RCH /FRM/ CLINICAL / 097
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Mrs SURYAPRAKASH PAYAL INNANI o

01-12-1998 0YTM23D  (F) L

Dr. PADMAJA YELISETTY Rainbow" @&

i el L
DRUG CHART

Date of Admission: Cgl{(o’}fm}é Drug AlIBTOIES: ....F e (] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
| - Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

hNURSES

S0S / PRN (As Required Medication)
. Dater
DRUG : Tie
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

® oruc: plter
Dose Route | Frequency |Start Date ’

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

i Date»
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Verified by

Verified by
Dr. Dhakshayani

vel iU U‘)’
Dr. Dhalx(shayani

7 V l - 4
HNH-00015778 1P26-00006932 |

NANI
Mrs SURYAPRAKASH PAYAL IN
01 12-1905 !OYTMZSD (F)

PADMAJA YELISE

I\l|\H|Il\\l|||||\|||\|l\ll!l|\ll\\ REGULAR PRESCRIPTIONS  Weight. bt’l%wm .....................

Dater
DRUG : JJ\4 CeE Okl ME Tipe
Dose | Route [Frequency |Start Date
19 | Iv B0 1yloy

yal 6
Ngrhe & Signature of the Doctor ik
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. N g — Date»
[ oRue Ty CEFOTAX/M  ITiens E
= Dose Route Frequency |Start Date “
= g v | RPD |24 -%W‘ﬁ%@
== | Nanfe & Signature of the Doctor ¥ \ A e e
v1| Starting the Drugs: i
%{'3 @ Dg \\b\)ﬁ‘@\a_ ?- 5“"5‘[.9 EJ:H.H(" f'ﬁh(‘hu\-! dﬂ‘-j
! A
| Additional Instructions: vav gi;
H A TD  xR4qhs ]
. v,
Daily Doctor’s Endorsement by a Sign
Dater
ons :IN T [A RACCIAMOL Do 1gd] [
Dose Route | Frequency |Start Date /
Ja [V T |94+ ey [
Name & Signature of the Doctor ' Y
Starting the Drugs (S +U.o
(DA D o b 37 C 1, b
Additfonal Instructions:{ =

il
Daily Doctor’s Endorsement by a Sign k{

pRUG NIy DICL ofena %?;ee \‘,\

Dose oute | Frequency |Start Date )
Q

o [T 0D [l

=R

Name & Signature of the Doctor (o) @ N
Startmg the Drugs: [ )
D;\Hym/\m J'U'P
M : M
Additional Instruction (2 - h
[\Aé@lh 100wl te8 plm

' : DAJ{WWl)v\. M ‘V

Daily Doctor’s Endorsement by a Sign VF

Page: 2/4
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Sheet No: .............

W

Rainbow®
Children’s
Hospital

It takes a lot to treat the ittie.

REGULAR PRESCRIPTIONS weigrt bhb

\ .BII‘thRI ght

Your Right to 2 Safe Delivery

DRUG : T- PR D TOPRA2cLC

Date

e | BN

k@b Ward

Dose Route | Frequency | Start Dt.

o

DRUG: T FARACEMMT

homey | PO &P | 24D RIG
'Name & Signature of the Doctor (" A
Starting the Drug\kg&e OrO~ -
Additional Instructions: (A D
Daily Doctor’s Endorsement by a Sign
Dater

Dose Route | Frequency | Start Dt.
K 20 7o | >5)3

Time

AN

r

Name & Signature of the Doctor

Starting the Drugs: _‘@4_)
Barmerd

_\/@7

Additional Instructions:

'

Daily Doctor’s Endorsement by a Sign

DRUG: | CEA XIME

Date

Time

Dose Route | Frequency | Start Dt.

Zoomy | Plo | pp  |D5[3- ORW

Name & Signature of the Doctor
Starting the Drugs:

FEGm q’pm e evely,
(»s{a—)

Additional Instructions: \w& D

Daily Doctor's Endorsement by a Sign

DRUG: |. DicLoFENnAC

Date

Time

Dose Route | Frequency |Start Dt.
S0y Plo Bp 2’57 g

d

Name & Signature of the Doctor

Starting the Drugs: 23

opP

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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VERIFIED BY : Name .. v weons o

Patient Sticker

Sheet NO: ...ovvereene ’

Rainbow®
Children’s .
Hospital .

It takes 2 Jot 10 breat the Mte.

REGULAR PRESGRIPTIONS weigrt..........

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Dellvery

.....................

Date

3

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor

Starling the Drugs:

Additional Instructions: -

Daily Doctor's Endorsement by a Sign

DRUG :

Date$

Time

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Dactor’s Endorsement by a Sign

Date]

hd

DRUG :

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daiiy Doctor’s Endorsement by a Sign

DRUG:

Date

¥

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctar’s Endorsement hy a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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. PADMAA v genr M 230 Weight. ... 3N %Ward. .....................
~J
mumnﬂnm:mnm
”””"” JSE Tigle I Nurse Si. I Nurse Sig. l Nurse Sig l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtE Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
: Dose Dose Dose Dose
Name & Signature of the Doctor
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose s e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Daigr
TiQ‘le [ Nurs& Sig. ] Nurs& Sig. Nurs; Sig. Nurse Sig.
A Dose Dose Dose Dose
. DRUG : Dr. Sign, Or. Sign. Dr. Sign. D, Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose — Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e - oK
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
i STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:?rzc%c?rger Route Signature Nurses
‘ - : ﬁﬂ' Sy
qulo’} 8 20pm | VT PANTOPPATOLE 4OL’~j v -

AU | 0% | &:22Am gfp-(ONObr\JsctgLNL ng 'y 3
4l A OX‘HDCIM ?)JU VAR « VY= | L

L REE B
\ "
DT. Ditakshayarti

‘ dq\ﬁ' 10&0@%2@ \ooML, T | ("

Page: 3/4 (P.1.0)
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L.V. FLUIDS CHART

Weight. ‘Ob\hp Ward. ......covvveeee
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HNH-00015778 1P26-00006932

Mrs SURYAPRAKASH PAYAL INNANI "z
01-12-1998 0Y7TM23D  (F) . 1= g
Dr. PADMAJA YELISETTY T Rainbow &

AT sy

It takes a lot to treat the little, Your Right to a Safe Delivervy

MEDICATION RECONCILIATION FORM
Drug Allergies: N@ ................................................................... ] Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FrOM: o..oeieee e ShIfted 10: ...eoveeeeeecce e
S.No (GENERIE?(TI‘?I:T;?;#:{“ EE'ITERS) (mg?rsnf:g) (PO, ?I%Ug: v) | FREQUENCY II;:IseT/[')l'?:Ii ‘}gﬂ%":g
" Dhen . | s | Pl 0P | 2ip[F |@EC BEC
2 Coc CJDe
3 OJC ODC
4 OC ODC
5 Oc OJDC
6 JC CJDC
7 OJC JDC
8 OC [DC
9 Oc Coc

10 CC D6

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature @nﬁfwaﬂv“b .....................

Date & Time : &&L\M""Z‘(ﬁ_ﬂ

Docu. No. : RCH/ FRM / GENERAL / 090




HNH-00015778 1P26-00006932

Mrs SURYAPRAKASH PAYAL INNANI Mz
01-12-1908 WVYTM23D () Rainbow®
Dr. PADMAJA YELISETTY - | . T
T 2019 Hnsaien ® - oIt
ltu-nbgn-w-ln. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2«.11/%/2;6 THREE ossopsent J—‘[g}{ﬂ .............

71~ 26 kg/m’
ongin:...........d&dzmﬂ ................ Height:..L.S..§.007)... Weight........ﬁé...}.D.J? BMI: D~28kg/m’
0 ~ 30 kg/m’

[
Food Allergies: ................. 0« N S
Diagnosis: ........... L.SQ\S ..........................................................................................................................................

TypeofDiet Sliqud  OSoft  ONormal O Diabetic
'Vegetarian ) Non-Vegetarian O Vegan

Diet Advised:

Liquid Diet- ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet- Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers)

Patient’s / Attendant’s Dietician’s
Signature: ...........L4" ffy')l ...................................... Signature: ........... ;%ﬁ%
Name: )752[@!“‘ ................................. Name: ......... &WM}(AM‘]

Date & Time: Z,"zi/?éﬁ//azfm Date & Time: 2«%’/’7/&5,‘2{}{0

Doc. No. : RCH/ FRM/ GLINICAL / 195 PT.0)
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Date

Time

Notes

Sign




MrlBURYAPRAKAOH PL?:: mﬁ.’;’ — i //"/'Z i
ooy 7 Chitarem's | @ BirthRight
Uiy ol | @z

uvncSAREAN SECTION OPERATIVE NOTES

Surgeon’s Name:  [¥y- PMQ Date of Delivery: 2y {# (2-¢

Assistant Surgeon: ¥ - Qﬁ\&(y doy M,\j’ , DY aveeys Time of Delivery: 9. £4¢ g

Anaesthetist’s Name: )y - A‘AM‘ML Gender of Baby: M;JL

Type of Anaesthesia: g!ﬂulv Weight of Baby: ;) Jo Itz .

Neonatologist: D} ?mﬂfl\/ : AGPAR Score: & q

- Sorub Nurse: -+ O Saﬂ(ﬂgeﬁl. NICU Admission: [1Yes &N

\ Pre-Operative Diagnosis: f,m1 ﬂ?"‘“’("’* @ {4 b;'”da.,, x 2 loops C,,.J pLtound vfm ik
\ VT Elective - O Emergency Indication: f2na.... “ ............. Q LOC’ - Js T (O’J‘gl
Urgency L3 Moterme( Q@_szlw"?—

1 Ihmediate Threat to life of woman or fetus

1 Maternal or fetal compromise not immediately life threatening
7T No maternal or fetal compromise but needs early delivery

1 Delivery timed to suit woman and staff

DBCISION BB oottt e s r e et sesaseeraaeenaaaas Knief 10 reCIUS: ..o

RIB DBSoNpUON: ...ormsmnmmmsnasens m‘ ve

Hhilone Was GGy QIO TR TOMBOIIE: 1ok uiessunummouunssis oossm i oshi oy s eSS a3 R A

Surgical Procedure: E,Quﬁ!-v& anvx .S«.?)M.J Covsenaen Su.ﬁ;m

Post Operative Diagnosis: Pl © Pob—b

Peri-Operative Complications:

Amount of Blood Loss: ' Blood Transfused (in ML): N.-l

Name and Number of Surgi-cal Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 (PT0)
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@CL\DLA‘ de )\ tuered oy D PQAM&{G ’ daushini

Examination Findings when Appropriate: j

Presentation: ¥’ Cephalic ~ [] Breech C10ther ....cveeeneee. Cervical Dilatation: ......... J”k ......................... cm
Bt PAIDEDIE: .ol See e Fetal POSTION: ..o
Station: ¥1-8 [1-2 O-1 00 O+1 [O+2 Mouldingg CINone [+ [++ [+++
Caput: O+ O++ O +++ Meconium: TNone [+ [J++ [I+++
Bladder Catheterized : v Yes 1 No Urine: E(Clear (1 Blood Stained

Skin Incision: 7 Pfannensteil LI Transverse L Midline 0 s I L L 15 P S A
Uterine Incision: M/I.owerSegmenf [ Classical (1 Inverted T ~1J Incision

Previous Scar: [ Intact | L1 Thinnedout ! Ruptured vB/NO Scar Sl
Incision Through Placenta: LI Yes \/fNo k4 §de Cornnral 4 ?U@LM :1’”.6( ,wa d
Delivery of head: 7 Manual [ Forceps S"d’mogal(f' ’ ya
Liquor: “Clear [ Meconium: [ | e Il [CJBlood [ Offensive LI Not Offensive
Delivery of Placenta: 1 Manual A OCT e »zﬁmplete 1 Incomplete 1 Piecemeal

Cord Appearance: ...........c.......... N’Mﬂi .......................................... Cord around the neck «+Yes [INo L:n»(
Appearance of placenta: ............... '\”9\”&1 ........................................... Cavity explored [ Yes [ No 2: ,T;“ Aleck
Uterus, tubes and ovaries: «+T Normal "I Not Normal Sterilization:. 'Yes [1No I
Uterine Closure: L1 One Layer ~Two Layers

Peritoneal Closure: I Pelvic __-Abdominal

Sheath Closure: \[?_.5

Fat CIosure:_,JZ(es 1 No

Skin Closure: vASubcuticular 1 Mattress

Vagineal Evacuated UAes [ No

Drain: : [l Yes,~=MNo. I RemOVE N .......cccovevvvnivnnes .days [ Await instructions
Ctheter —~Yes LINo LJRemovein ... days [ Await instructions

Swap & Instruments count correct?7Yes 1 No [ Post-op Antibiotics ~—TYes [INo
Intra-Operative Antibiotics Cover: _+"Yes [ No [l Thromboprophylaxis [IYes _=No
POSt-0PETAtiVE NOLES: .-...vvvovseeeseeeeseesesesssessesssessssesssessesssesseessseeseeeses — NAM oy CL’V) ...............................

Doctor Name: D“ Yadumoys \{5’ \(ymeoctor Signature:

Date & Time: ........ 7’—‘-{ loﬂ(hﬁ@irl«/l ............

U\X\eﬁme C\C&w - vin'\ic(f



Surgeon : DK

Asst. Surgeon : .

SURGICAL

)
m f \f """""" ?:H MmAJA \\\
e

Age: t’:o\/ Gender : F

Ralnbow .

s

SAFETY CHECKLIST | Anestrest: . DY- Ruaga bhauge, © o Surgery Name : .. ZL:LSCL . | ﬁ';'s‘g{a'; s ' E"'tahmaht
Scrub Nurse : .....$%:.$ | pate: A U l‘fbﬁ In-time - ....ép...)g.ﬁ,.put-tume 1620 fiq.)l R e Siaan- e
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:)!10A].. TIME OUT  Time: (2. %3.G) SIGN OUT  Time.../0.. 2-0a7]
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Aes INo introduced themselves by Name and Role ~¥es (No The Name of the Procedure Recorded ~ =Yes [1No
Site [ Yes A0 Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
FAoEtIr s DNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ J#fes TINo [ NA
Consent \L¥es [INo Correct Patient (Check ID Band) ~ _~Yes “INo The Specimen is Labelled (including
Site Marked C1Yes [ NoATA Correct Site )Yes CINo patient name) ClYes CINo CINA
Anaesthesia Safety Check Completed ~.-Yes CINo Correct Procedure T1¥es C1No Whether there are any Equipment
Pulse Oximeter on Patient & FunclioninMe’s CNo Anticipated Critical Events Problems to be addressed LAres TINo TINA
Does Patient have a: Surgeon Reviews: m
Known Allergy? O Yes v2flo What are the Criical or Unexpected Q% T hncanon Aanekiorfst snd P s
Difficult Airway / Aspiration Risk? Steps, Operative Duration, \ [y irsgiicis! Nt ity G
. . Anticipated Blood Loss? ¥s CINo CINA | | and management of this patient? ~fes CINo
Yes, & Equipment / Assistance %S
Available CYes\ o Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns?, [1Yes LNo [1NA
(7ml/kg In Children)? Nursing Team Reviews: Qé\
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Aes CINo CINA Been Confirmed? are there Equipment
Blood Units Reserved CYesw#{No CINA | | issues orany Concems? L¥es DNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? ~T¥es [INo CINA
within the last 60 minutes? Yes TINo [JNA

Signature :....... @0/ e <1147 1111 JAONSTSEEMSRON. 7 | . & ‘} ............................ Signature :
Name...m...-.. 2A\E "\'KL\?’V’W .................... NGITIE ©.vvvvvooeeceveeeesee e seesesse s eeeeesseessenenne NG ©.........o X o T Y b2 M
pERV

Doc. No. : RCH/ FRM / CLINICAL / 111
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"z
Rainbow®

Children’s

Hospital

1t takes 2 lot taytreat the litte.

OBSTETRIC TRIAGE ASSESSMENT FORM

BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date: i'ﬂ;{/{g/gp

Time of Arrival: Gfg?p‘m

1) Level of Consciousness: <-€onscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[] Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
[1 Decreased Fetal Movement

[1 No Fetal Movement

3) Vital Signs: Temperature: .Qﬁ,@-ﬁ?mse: E1 RR.Z0.. Sp0,: o0,

4) Gestational Criteria:

[J Semi-Conscious

[J UnConscious

Time Seen by Nurse.c"'...’f......g..f‘.{..ﬁm .......

L1 Preterm rupture of Membranes / Leaking Water PV

1 Preterm Labor/ Labor

[J Spontaneous Rupture of Membrane / Leaking Water PV
L Other RBASON: ....oveecveeeeieeeeeenreereteiee et eteesaeaeerseaesaa s ennaneas

8P:(43 113 weignt: ...........

Gravida: G P L A

LMP: 3011017—'5 EDD: ...... 6.1.8.{..2@19.«6.... Gestational Age: ...28. W eLkS .
Uterine Contraction ClYes | CIL.No | CJNA | Onset Time Frequency:
Membrane Rupture CYes | (ANo | OONA | Onset Time Fluid Color:
Vaginal bleeding (JYes | &No | CJNA | Onset Time Amount:
Pre Eclampsia Symptoms | CJ Yes INo | O NA g;ﬁsA%%ﬂgﬁe\?oﬁ?negf Ve Sympoi
Good fetal Movement ﬁ@ CJNo | CJNA it No specify:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | | | | | | | | |

| \ | | | | | I | | |

o ) A 2 3 4 5 6 7 9 10

No Pain / ’ Worst
possible pain

N L o 10 e
i DUFAHON: s s stsvi s s dvsiaass Days / Weeks/ Months (Strike out which is got applicable)
« Character: ...........1... MD/ ..............................................................................................
5 PRORUBIIONE crennmens ks innsmomsiah vuoimn i s e e s s B S S e S e e S M S S S A DA B K

& [ OIVEIHONSS i o s v e s S S B aTe o e S AT S e S B oo S e S e e s

6) Past History:

2)  SUNGETIBS: womvsianmisatmiss
Bl  Madical v asnimmisammssisen

Docu. No. : RCH /FRM / CLINICAL / 098
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AT

) Allergy:

a’ﬁ/,

Current Medications: 7 Prenatal Vitamin

L Yes

8)

9) Prenatal Medical History:

?tﬁne
Chronic Hypertension

L] Gestational Hypertension
] Diabetes

[] Gestational Diabetes
] Low placenta
(1 Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

[ Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

] Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
,Q/Cﬁegory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
‘ - Hypertension > 160/110 niziey
Hypertension Seizure activity agg / or headache, visual | . 40/90 withv/without
disturbance, RUQ pain associated signs and
: ) symptoms
( . : Atypical FHR tracing,
i : Abnormal FHR tracing
Fetal Assessment abnormal dopplers
=l B Non-Fetal Movement Diseased fetal movement
h UMS | . Acute onsite severe » Major trauma + Abdominal/back pain |« Ongoing assessment | « Anything that does not
ST abdominal pain » Shortness of breath greater than expectedin |  from out patient clinic seem to pose threat to
| = Altered level of + Unplanned and pregnancy , (for hypertension, blood  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
« Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | » Out patient placenta
" - Severe respiratory for diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | « Nausea/Vomiting and | « Pre-booked visits (ie
- Suspected sepsis Jor diarrhea Rh and progesterone
= Signs of infection (ie injections, NST
- dysuria ,cough, fever, | « Assessment for version
7L chills) + Rashes
Time seen by Doctor: .......5.3. 35 AN......

Nurse Name : WQP’“ ................................................ Nurse Signature: QJGQ‘,

Date: g’}\% ......... Time: 34\4‘{
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.'f,'//
Rambow . e
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: Rbﬂ_}:{/b,%

Baseline Information:

Admission From: “1ER 1 OPD U AdMTiSsion Desk ] Others, SPECITY ......vveeevveeeveeeieresienerseseennee
Primary Language: yﬁjgu /Z‘ﬁinglish /El Hindi ] OMers; SPBRITY -ooaiw st
Do you require aninterpreter? [ Yes Z’Pf R s A D rome e e Do P P T e T ST IR Ry TS
Source of Information: [ Patient ~Family L BHNErs; SPACIY susssivisvmsmisimsrivssiveivssnssssminismnsssimeiasaviis
Allergies: [ Yes Eﬂo/ ("] Medications ] Blood Transfusion L] Food [ 1T S
ENES AR v ssrrmiinai s is o s v T o oy e Ay e AL TR S B e e VB 5 AT T e wbe oot
ChBT COMPIAINES: ......ovveooooeeeeeereeeeeeeeeee e essssssssseseeesesseeeseeseseees Doctor Notified on Admission: fi-"fs{N_o
.......................................... Eol LS . Name of the Doctor: ... 0F S W AL,
................................................................................................................... Time Notified: ...c.oooveirieeiee e
Past Medical History: Obtained From [ Patient (] Family Member [ Medical Record [ Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

ik

»

AKX

o

Gynecology Assessment: [ ] Not Applicable

Gynecology Surgical History:

Gynecological History:

Menstruall HISIOIY: cimossssmmssssmnsissss Caesarean Section: [INo [ Yes Contraceptives: A No [l Yes
@ ........................ Cervical Cerclage: [JJNo” [ Yes Vaginal Discharge: Hﬁ) ] Yes
Onset of Menarche: .........cccooevvvvvveienieinens Ectopic Pregnancy: Nﬂ( O Yes Post-Coital Bleeding: _F“,]"No 1 Yes
Menstrual Cycle: [] Regular [ Irregular | Myomectomy: B, [J Yes Infertility: Lﬂdo/iYes
Last Menstrual Period: ...........cccooovievinene Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ......... pwwmereny Passaiisieis rreeverree— L O P o o SO

Previous LSCS: .................... N {;} ............................................

Current Medication: one [J Yes, If Yes, Fill the reconciliation form

[ Heart Disease

[] Liver disease

] Hypertension
LT RRIBE s cs.icvasinsssvisevasmaeiscesmimensns bt o s b wmak b VA A o A 54 S o SR S A o A R S i e i

Family History: Mo Abnormalities Detected

[] Diabetes [] Stroke

L1 Seizures

[ Kidney disease

Vital Signs / Measurements:

AR
BP: .\.&'&K%}....

Temp: ..

HR: ... Ed

RR: ... 99....
Height: - 45.X. (N BMI: .. .......

Pain Assessment: Pain: [ ]Yes

CAlo

Weight: Jt)lgi&ﬂ

(If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PT0))




HNH-00015772 1P26-00008932
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Dr, PADMAJA YELISETTY

(T

PHYSICAL ASSESSMENT
General Appearance: [ fHealthy CTill looking (] Anxious [ Agitated LT Ohers: oo
Fall Assessment: m_ [INo Score................. (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: )2423 CONo  Score.....csie (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
"I Mobility problem ") Walking Problem "I No Abnormality Detected
O Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: (Emﬁbnormality Detected
! Overweight I Poor Appetite > 3 Days [ Needs Therapeutic Diet.

[Under Weight [l Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Waperaﬁve L Restless L Depressed LI Agitated [ Confused
OMIVEIDS .o asiarsoni s ias ivsdus i b5 AUAS s RN S S A AR e UKo 3 AR RS o s R e

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: []Single m [IDivorced [ Widow

2. Special Habits: Smoker: [ Yes [iNo— Alcohol Abuse: [ |Yes E‘No/ Drug Abuse: 1Yes =-Ne—
Social History: Lives With ................... ML LA RBOC
Orientation has been given regarding the following aspects:

Call Bell in Reach : Yes I No Waste Disposal Explained: =Yes (1 No

Infusion Pump : /’L’g CINo Hand Hygiene Explained: <7 Yes [ No [ Others

Above information Given 0 ...............o....ceeeeee @C&LQ-QW ..........

Name of Person Orientation was given to: Mpaﬁqj;ﬂnm .....
Orientation N0t QIVEN RBASOM: ..........cueveveeceeereeeeerete e snses

'
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| BirthRight
O rospital _ | ) mememmin

It takes a lot to treat the iittie.

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

—_—

Breastfeeding initiated?
& a Yes ] b.No

2o 1O ROABOI civissvsminsmisi imviis i o s e v N o i S5 FE S VI TR PO B s e e e e s

. Nipple condition:
/a/a.o Nipple well formed

(] b. Flat nipple
[0  c. Inverted nipple
[ d. Short nipple

w

4.  Milk flow:
0 a.Good
b. Drops of colostrums
0 c.Dry
5. Steps for Positioning and attachment:

[] a.Baby goes to the breast

] b. Mother always sits with a back support
(1  c. Ear-shoulder-hip should be in a straight line
(] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
O aYes
1 b.No

N

For Caesarian mothers:
[J a. Mother is required sit and feed from the 4th feed
[ b. Please explain football hold

8. NICU admission: p)o©
[J a. Mother needs to stimulate her breast for 2 min every 2 hours

9. AAAIIONAI NOTBS: ...ttt sa e a8

Continuity of Care: Date: 2‘11'}‘
o fssess P Pk copdudiep 0000 0 ©
o el ot cheokid ¢ 30 candd
9 T J\ o < chprk Marned
> o ﬁmc/b}/ DRE g

Signature ﬁ/} ......................... Signature .............. &—\ .............................................
Date & Time: }Hlﬂlééﬁﬁ()& ......... Date & Time: 2'1}11/5(@.3.‘,[06;,, ..............



INFORMED CONSENT FOR SURGERY OR Children’s l @ BirthRight
Hospital .%

SPECIAL PROCEDURE ot

Patient Name :'SU‘LL”lr PRALAS PR AL Gender: T Male = Female Age : SD/F ...............

WNAp
UHID No : . 4HNH... 2. 00QUS FHE o pate : 2.4.(037f 20k
Instruction:
This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

PR 1+ ¢ | BTSSP
RO VYN (G VR ) . 0, Xl o Y T /X A
I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

AN TY Y TO Pobdh 1 A AO0GHA., | OTHHEAR, VL TR AR CTU LES . TENTOR A T0308Y.....
RS OF DECAVEW THLOMBAS LS., THAQ MO EMBO LS, ALSK OF. IINIECTION.

My signature on this form indicates that f

1. Ihaveread and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: A?LPMQ .............. s PRI, Vvt 4
Consentee : Patient Attendant :
Sl T i g, O NE e Signature : .... A :) ........................................
Name : pﬁ*—{%.{ﬂ\)wuf_ ......... Name : ?Pf‘\\ ...... e A R
Date & Time : 9’1-9 IQ%LQ%@Q-,Q)—WM Relationship with Patient:

) Date & Time : ..............= 2
Whnges:: 8)"4 Doctor (who is taking the consent) :
T 0L R ...

""""""""""""""""" Signature : cDS\rHLqu{'W

ime : " LS ' ' o
Date & Time : .24 #(26..@).. 21 45, Am a8 Ths Z’q[p%éw%@?ﬂ/\~
Docu. No. : RCH /FRM / CLINICAL / 027 :




CONSENT FORM FOR GENERAL / Eﬂ‘i?é’_}%".‘fs ‘ggﬁmisgmqg
REGIONAL ANAESTHESIA / Hospital | {ronere

MONITORED ANESTHESIA CARE

.................. & ‘[\J“‘f' [ fi’/f\ﬁMAge v, GENder : Male 0 Female- B

Anaesthesiologist : .............ccoocveerrverrrrenn. B AR / bt TN S

Operative procedure planned : .................. M e erese kot in e A AR m SO S e ERS A SAR AR ER A

o, PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[ Heart disease [ Hypertension O Diabetes mellitus [ Renal failure
* [ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
I-:] Incapacitating Cronic Obstructive Pulmonary Disease
~ /E'Oﬁwrs : 'gﬂ‘f@‘gv/‘f [need... {é" ..... M”V/v"’”h ........ i) e
IDOUMTUONIE * . .cosusmimsonnyiiisasas aniionsionsVoks oriosiiesinss s RENEHASE 44 R w1 e TR o oSSk A oS B S R oS ST S S 1355
* Doctorto dﬁcument in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upo@‘ my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesz(}m/gionall [ General Anesthesia / [J Monitored Anesthesia Care as
considered appropriate by the anaesthetic-téam.
| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 PT.0




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant :/BY/es O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attgndanl: Witness : ol

Signature : ......... CX)@@’ ....................................... Signature : 2%&)-" ................................
NAMIE : ovvvveeereeeseeeeeeeesssesssesesesssessseesssssesesessesssnens Name : ...... (P M\Mrj”"\g’ﬂm .....
Relationship With Patient: ............cc.cc...eeerrrveerrrceren Date & Time : >éI D%['Lo}é

Date & Time : 2‘1['}(15@?%6&:




"
Rainbow” i

Department of Anaesthesiology Children’s BirthRight
PRE-ANAESTHETIC EVALUATION | Hospital .m—ﬁ':m:?%

Date: ............. , &/ ...................... i 117 T Proposed Operation: MCJ ....... 2?/% ..... et
vt AL 86 26 1E

Name~ /AA \LCWLW&M/ QU ﬁ/w};&‘/ - @AW uione: AN~ 15 T8

BP/CRT{H/% HR: e weight: . €529 ASA Physical Status: 01 % 03 04 05
Laboratory Data:
” l:! GIUCOSE: ...oooovvcreereireerees PTOLBING e HIV: b X-Ray: .o
PCV' ........................... V77O | . St ey e HBS Ag: N,\ ECG: ovvoevevrirerinssirnenne
(0 L | T Total Bill: e CDECHD S viississninerisinnn
Piate 1 S(}EC’L\ 1 N 1|1 Ry e Bloodgroupbf Stress/Anglo: .................
______________________________ o e vors RS esisisperssampbasriasminin 3 [
PTT: oveereresnsssnssrnasananss Cat+: e APhoS: ocaiaanaai: T cccsnainimicisias
|, o —— MOF E: icssinsesiiinisnios NMYIASBY cuivinmisissiansonsicns TSH scseiinamsssisssiisns
Cl=t e SGOT/SGPT: v

Niergies:  N/Hp~

Medical History: CVS: /

e g funk A 5 doalth Dibees

S: Ny _didpdionht— Modical Mw

el /@'ﬂwﬁ [ANL) - lnpiunt

Hepatic / GE : 0 / / Physical Activity: w({ /\/ /V///f ji
Others : / J )

Past Anaesthetic History: Wﬂjﬂ/ /lA/O Y7 JM ; LA

Physical Exam: &WA e . 4

Airway: MP1/2)3 4 Mouth Opening: ﬂdg ', Mentohyoid Distance: %P/)v Neck: ﬁ-f ) Teeth;z{),ce /(?9_

_ Lungs : :17;41, /L'
ﬁ Heart: 7

CNS:

Pregnant:_;,Yes/D No [INA Venous Access me Wsmne Exam for regional : MM
/

Anaesthetic Plan: * mc}\nmmﬁ ] GA-ETT (] LMA 4

Peri-Operative Plan Explained to the Patie;t:/mm/ o No |24m — SOLIPS,

CURRENT MEDICATIONS DOSAGE Pre-Operative Im:trut:tl!ﬁ'ls":":-/;—L TUI CC/ Bk,
o ] 1. DVT Prophylaxis :
f&/{z //VT V7~ o e U ey é,ﬁm’l WATEL
2. NIL ORAL Others 6 Hours = "—"——"-————-———’
3. Informed Consent: }&a@ T High Risk
4. Post Operative Pain Managemew:'sen’ssed with Patient
5. Other Instructions:

“Cpp. ke e

Signature: ....{..
Docu. No. :

Pt PRI cons sl ronestts W ...... ﬂ' T —
JFRM / CLINICAL / 044 /’1
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ANAESTHESIA CHART

)
Rain bow .

\\

Hospital

BY RAINBOW HOSPITALS

Children’s . BirthRight

It takes 3 lot to treat the little.

Your Right to a Safe Delivery

o

1
Change in Patient Condition: 1 Yes \/Z’ No Fasting Statust@r\)ﬁum“‘f
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Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
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After 24 hours every 4 hours

Prior to pain reliving intervention
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Transferred to Unit by (PACU):
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[ ] Nurse not Available

| Available Bed not ready
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[ ] Nurse not Available

[ ] Available Bed not ready
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: Mi b ;L!j vor Provoth Do/ S VT Age: “ToV Gender: F rae V7
UHIDNoj | NH - 00015 TT¢  IPNo: 9(-00066977  Date: 7y l?[: [ Tme “Tit1{ A m™
Diagnosis: J-Ce (LJ arel =0T )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI oG MCLa Ol Am P
2. | Morphine Sulphate Inj. 15mg/MI \ 1
3. | Remifentanil Hydrochloride Inj. 2MG \ ¥
4. | Remifentanil Hydrochloride inj. 1MG \ !
Doctor Name: SiOATH T . v Doctor Registration No:
. / ~ -§ isSO1I .
Signature: NAAO !‘_:3.,—1 PMc >
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
) ~0000LL? ¥, 1
IP Registration No: ..... )6-0 O(fj"' ................ Date: ... ”7’2( .............
Aadhaar No. of the Patient (Optional): .............ocivvieiiiiiiicie it
1. | Name: MM fulye pm!’f’f{f\ payed | NI Remarks
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f]'JI- [l & & o | "_’.‘(‘ '.FJ i f_{.(f
2. | Complete postal address (with contact number, if any) P et SR
3. | Brief description of the illness }ScJ
4 Whether registered with any other registered medical practioner / ,\J 0
" | recognized medical institution ( If yes, details of the recorded) /
5. | Details of essential Narcotic drug dispensed TnT Fe dan Uj.f
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
\ e Patient Attender
'1\1\'] Tr\Jj T:f;\ Clﬂf\?({ Oi ‘\ ;’SK;'TJ
= 2 s ol
Fd e L N \ ( 7 f J
Dispensed by (Name & ID No.): ............. 0l JOIRYYL ) R Signature: “:’
7{1\,.ﬂ. I umos (dqu‘ § 4 ) U
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Times .o et
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